The culture change movement in long-term care aims to transform the nation's nursing homes (NHs) by empowering staff, creating home-like environments, and delivering person-centered care (PCC). Moving care away from a narrowly defined "medical" model, PCC is a holistic, biopsychosocial model in which all aspects of a resident's life, including social, psychological, spiritual, and medical, are regarded as important. Several theoretical models of PCC have been developed that include a range of concepts (McCormack, Roberts, Meyer, Morgan, & Boscart, 2012) and agree that one concept is central: the importance of knowing the individual. White, Newton-Curtis, and Lyons ' (2008) definition of what it means to know the individual was used for the current study:
Evidence suggests that PCC is an important element in promoting positive care outcomes. The integration of knowledge about individuals' preferences into care is related to improved decision making about care services (Whitlatch, Judge, Zarit, & Femia, 2006) ; enhanced quality of care outcomes, such as food intake (Simmons & Schnelle, 2004) and continence (Thompson & Smith, 1998) ; increased satisfaction with care (Applebaum, Straker, & Geron, 2000) ; and positive quality of life outcomes, such as decreased agitation (Gerdner, 2000) and increased positive affect and well-being (Lawton et al., 1998; Van Haitsma et al., 2013) . Theoretical models of quality of life suggest that environmental factors, such as quiet, psychosocial factors (e.g., access to meaningful and a variety of activities, relationships, social contact), internal need states (e.g., autonomy, dignity, privacy, spiritual well-being, feeling comfortable and safe), and individual functioning (e.g., functional competence and health), all contribute to NH resident quality of life (Kane et al., 2003; Schenk, Meyer, Behr, Kuhlmey, & Holzhausen, 2013) . High scores in the quality of life domains of dignity and spiritual wellbeing have been shown to predict overall satisfaction of NH residents (Burack, Weiner, Reinhardt, & Annunziato, 2012) .
Numerous tools assessing satisfaction of NH residents exist (Castle, 2007) , but a tool to comprehensively assess personal preferences in NH settings to assist staff in implementing PCC and improve care outcomes is needed. Current methods of assessing preferences for everyday living are narrow in scope, missing broader assessment issues of capturing all NH residents' most important preferences, as determined by the residents. The Centers for Medicare and Medicaid Services' mandated Minimum Data Set (MDS 3.0) was revised to include 18 preference items in the resident preference assessment tool (Housen et al., 2008) . Alternatively, tools exist that assess specific areas of preferences, such as toileting (Thompson & Smith, 1998) , selfcare (Cohen-Mansfield & Jensen, 2007b,c) , and recreational and social activities (Kolanowski, Litaker, & Buettner, 2005; Meeks, Shah, & Ramsey, 2009; Richards, Beck, O'Sullivan, & Shue, 2005) . No measure assesses comprehensively the preferences most important to NH residents.
The PELI was initially developed using a group of more than 500 community-dwelling older adults to be a comprehensive questionnaire about individual preferences for everyday living that covered five conceptual areas of psychosocial preferences; Carpenter, Van Haitsma, Ruckdeschel, and Lawton (2000) and Van Haitsma et al. (2013) provided detailed information on original tool development. The PELI includes items from the preference assessment tool as well as other personal preferences identified as important by older adults in the community. The PELI was considered an ideal tool to be revised to assess preferences, using language most important to NH residents. Because the PELI is not a tool measuring a construct (e.g., depression, function) and does not use a nomothetic approach, the authors did not focus on traditional measurement design features (e.g., consistency, factor analysis) for independent constructs. Preferences are viewed as idiosyncratic representations of the way individuals like to meet psychological needs. A methodological approach is described that ensures each item is understandable and reflects a preference important to NH residents.
Participants and Setting
Participants were recruited from 90 beds in the CLC in Western New York VA and from 1,496 total beds across seven NHs in Eastern Pennsylvania. Recruitment and consent procedures received institutional review board approval for all sites. Criteria for participant selection included: age 55 or older, a 3MS score of the third percentile or higher in the Veteran group and an MMSE of 22 or greater in the nonVeteran group, a resident of the facility for at least 1 week, and medically stable as determined by the medical provider.
Of 75 potential Veteran residents available, 13 were determined by their medical provider to be medically unstable; 14 did not meet criteria for length of stay or age, or were determined not cognitively able to participate; and 11 were determined not able to provide consent and legal representatives were not successfully contacted. Thus, 37 residents met inclusion criteria and 34 agreed to partici- pate. One participant was discharged before interviewing could commence and two did not meet qualifying criteria on the 3MS, leaving 31 participants. Eighty non-Veteran residents were identified and referred by seven NHs across Eastern Pennsylvania; one resident was determined by his or her medical provider to be medically unstable. Thus, 79 residents met inclusion criteria and 66 agreed to participate. Twenty-two participants were not available for interviews, two did not understand the consenting process, and three did not meet qualifying criteria on the MMSE, leaving 39 participants. A total of 70 participants, including 31 Veteran residents (41%) and 39 non-Veteran residents (48%), participated in interviews.
The Veteran CLC and non-Veteran NH groups had many similarities, but were also different ( Table 1) . On average, participants were in their mid-70s, Caucasian, and graduated from high school. Distinctively, the Veteran group was primarily male and more likely to be married or divorced/separated than the non-Veteran group. On average, both populations had stayed in their residence for 2 years, although the Veteran group demonstrated greater variability in length of stay. Average scores on the MMSE were similar, with greater variability in the Veteran group than the non-Veteran group.
PROCEDURE Expert Panel
The content validity of the PELI was initially examined, addressing the judgment-quantification stage of content validity as outlined by Lynn (1986) by using a panel of 16 experts in long-term care (i.e., eight with research expertise and eight with clinical experience in the areas of direct care, nursing, activity therapy, occupational therapy, dietary, social work, environmental services, and administration). A survey requested the expert panel rate 67 items and the PELI on a 4-option rating scale, ranging from not relevant to relevant to long-term care. Eleven expert researchers (n = 6) and clinicians (n = 5) completed the survey, meeting the maximum recommended number of content validity judges. The minimum number of judges who must agree on validity of the items was established as nine of 11 judges by applying the standard error of proportion to reach the 0.05 level of significance (Lynn, 1986) . Items retained were rated relevant with minor alteration or fully relevant and succinct. This liberal content validity approach allowed retaining more items to be evaluated by NH residents during cognitive interviewing.
Cognitive Interviewing
Cognitive interviewing is used to examine the language and meaning of items and adapt a measurement tool for use with different groups in alternative settings (Sullivan et al., 2013; Willis, 2005) . To revise the PELI, cognitive interviewing was a useful approach to assess each preference item separately to ensure it reflected the language used by NH residents to describe preferences important to them. The authors trained the research interviewers in the cognitive interviewing process following methods outlined in previous work (Beck, Towsley, Berry, Brant, & Smith, 2010; Housen et al., 2008) . The research team modified the semistructured interview protocol. Items were rated on a 4-point Likert scale, which was shown to participants in large (size = 48) type font. Responses ranged from 0 = very important to 3 = not important at all. Interviewers asked residents each preference question with the stem, "How important is it to you to…?" After each response, interviewers immediately asked related Each PELI item was tested by interviewing a minimum of five participants from the Veteran group. If a problem was identified, the team decided to keep interviewing the item with the same or a new participant or revise the wording and re-interview the item. Interview responses occasionally revealed a new preference area that led to the creation of a new item. For example, during interviews about the preference to participate in household activities, participants indicated the importance of outdoor activities. Cognitive interviewing continued for each item until there were at least five consecutive responses that indicated the item was meaningful and understood accurately using familiar language. The same procedures were followed with non-Veteran participants. When difficulty with an item was determined, cognitive interviewing was conducted using the same process until five consecutive responses indicated accurate understanding of the item and its importance.
Veteran Cognitive Interviewing
Of 72 original PELI items, 18 were previously subjected to cognitive interviewing by the developers of the MDS 3.0, Section F, Preferences for Customary Routine and Activities (Housen et al., 2008) and were not included in cognitive interviewing with Veteran participants. Thus, 54 original items were subjected to the cognitive interviewing process with the Veteran group. Fifteen new items were created as a result of analyses from responses, totaling 69 cognitively interviewed items. When problems were identified, resulting in further testing, one or two additional interviews were needed to arrive at a disposition.
Non-Veteran Nursing Home Cognitive Interviewing
Eighty-five PELI items were interviewed with a nonVeteran NH group, including the 18 preference items from the MDS 3.0 and 67 items retained from Veteran cognitive interviewing. Ten new items were created as a result of analyses from responses, totaling 95 cognitively interviewed items. When interviews indicated the need for further testing, one to five additional interviews were necessary to arrive at a disposition.
Analysis
Verbatim responses and observations were reviewed independently by team members prior to weekly meetings. Summaries categorized participant responses about content, wording, and meaning, and were carefully reviewed by the research team. There are many ways the research team identified potential problems with the item wording, including: (a) observations of hesitation, difficulty remembering or understanding items, and the number of clarifications needed when deciding on importance rating; (b) identifying discordance between responses to probes and item ratings; and (c) difficulties responding with specifics to the probes. Question Appraisal System (QAS-99) (Willis & Lesser, 1999) coding guidelines were followed to characterize the item problem into one of the following categories: readability, instructions, clarity, assumptions, knowledge or memory, sensitivity or bias, response categories, and an "other" category for any issues not covered.
Problems identified were addressed based on procedures from previous work to determine whether revisions were needed (Beck et al., 2010; Housen et al., 2008; Willis, 2005 
RESULTS

Examining the Content and Meaning of PELI Preference Items
Responses of experts in residential long-term care were obtained to determine initial content validity of 67 PELI items. Based on these responses, 10 items were added, two were deleted, 20 had wording changed, and three were moved to a different domain. Items were added when those with double stems were split and based on a review of other instruments, resulting in a PELI tool of 72 items.
Adapting the PELI Based on Resident Perspective
Item changes were made based on interview responses indicating what preferences were relevant and most important to NH residents and included language that NH residents use and understand.
Item Changes Based on Veteran Interviews. Of the 69 (i.e., 54 original and 15 new) items cognitively interviewed with the Veteran participants, 18 (26%) were modified, 16 were retained, and two were deleted. There were 23 wording changes across these 18 items and, based on QAS-99 coding guidelines, included eight changes for problems related to readability, eight for issues of item clarity, none for problems with response categories, four for assumptions, none for relying on knowledge and memory, and three for sensitivity and bias. Of the 15 new items, comprising 21% of PELI items interviewed, 10 were added when a new preference topic was uncovered based on participant responses and five were added based on wording used from previously existing preference measures (Cohen-Mansfield & Jenson, 2007a,b,c) . Three items were deleted due to the perception that the topic was not an important psychosocial preference, had a lack of sensitivity or bias, and overlapped with another related PELI item based on participant responses and nested as a detailed follow-up question to the overlapping item. Item disposition fell into one of four categories: (a) MDS item new) cognitively interviewed with non-Veteran participants, 20 (21%) were modified and retained. There were 28 wording changes across the 20 items and, using QAS-99 coding, 12 changes were for problems related to item clarity, 10 for issues with response categories, four for sensitivity and bias, and two for assumptions. There were no issues with readability or relying on knowledge and memory. Of the 10 items demonstrating response scale problems, eight were changed to include an open-ended question to prompt personal associations to the preference before it was rated and two added a preemptive yes/no question to ascertain the relevance of rating the preference of using tobacco products and low vision options for reading ( Table 3) . Of the 10 new items (11% of PELI items interviewed), two were added to the PELI tool based on wording from previously existing preference measures (Hulicka, Morganti, & Cataldo, 1975) . Two original PELI items found to be double-barreled were split into separate preference items, resulting in four additional items. In addition, four items were created as a result of analyses from responses revealing new important preferences.
Of the 23 deleted items, nine were nested as a detailed follow-up question to an overlapping preference item to improve item clarity, 11 were deleted due to problems with item clarity, one was deleted due to overreliance on knowledge or cognitive abilities, one was deleted due to assumptions, and one was deleted due to poor readability. At completion, item disposition fell into three categories: (a) item wording retained without modification (n = 52); (b) item wording changed and item retained (n = 20); and (c) item deleted/not retained (n = 23). This resulted in 72 items in the PELI tool for use with NH residents (Table A, available in the online version of this article).
Results of the analysis of cognitive interviewing responses of the Veteran and non-Veteran participants demonstrated differences in identification of new preferences important to both groups and in understanding the response scale ( Table 3) . Items added based on interview responses from the Veteran group included the importance of respect, controlling bedroom lighting and temperature, bed arrangement, choices related to nail and mouth care, learning more about medical problems, being involved in outdoor activities and sports, and participating in ethnic traditions. Items deleted based on the Veteran group's responses included the importance of sharing likes and dislikes with a caregiver and gambling on occasion. In contrast, responses from the non-Veteran group led to deleting many items, such as discussing personal things with caregivers, talking about spiritual matters, using nontraditional health care treatments, taking supplements to boost health, getting rehabilitation, using laxatives and suppositories, challenging activities, listening to the radio, spending time in your room, and watching surrounding activity. Many of these deleted items were nested as a detailed follow-up question to an overlapping item. Added items based on non-Veteran group responses included choosing preferred name, medical care provider, who is involved in care discussions, and personalized bathroom needs.
Themes from Cognitive Interviews Across Multiple PELI Items
These observations were not included in the tally of item-specific problems or changes, but rather coded separately by three reviewers as themes related to the overall PELI.
Abstract Concepts Within Preference Instructions. Initial instructions for the PELI included the directive to "imagine that you could do anything you want and that you were free from disability. " This stance was chosen in an attempt to assess "pure" preferences, free from the constraint imposed by physical or cognitive limitations or the intransigence of the living environment found in many NHs and CLCs. However, resident feedback indicated that it was too difficult and abstract to make decisions based on circumstances that were not reflective of current reality. Therefore, the instructions were modified to read, "Some of the questions may ask about things you feel you can no longer do by yourself, but I' d like to know if these activities would be important to you if you could do them with assistance or find a way to do them. "
Compound Nature of Response Ratings. Some residents were observed to have difficulty with rating importance of a preference, which included two concepts: (a) understanding whether they like a specific preference and (b) assessing the level of importance of a preference. The original PELI used the stem "do you like, " but was changed to reflect the concept of rating level of importance. Response categories using the Likert rating scale were kept to indicate level of preference importance, despite occasional difficulty observed. In addition, based on resident feedback, numeric ratings were added in conjunction with verbal importance ratings to assist with identifying and communicating a rating for each preference.
Cognitive Complexity of Psychosocial Preferences. Many of the PELI preference items included multiple concepts, requiring the respondent to hold onto more than one idea at a time and use this information to select a rating. For example, with the item, "How important is it for you to choose when to eat?", the concepts of "importance, " "choice, " "time of day, " and "eating" must all be held in working memory and considered relative to each other before rating importance. Attempts were made to decrease the number of concepts that the PELI items referenced, but many preferences were expressed by participants during interviews as multifaceted and based on context, such as the importance of choice in timing of activities.
Situational Dependency and Importance of Context. Based on interview responses, some items were situationally dependent or tied to context. Residents answered differently depending if they were thinking of "activities that would be important if I could do them, " "activities that I perceive to be possible, " or "activities I might learn to enjoy. " Some residents clearly responded in light of their perception of the likelihood of the preference being fulfilled. If residents believed it was not possible, they described this as a reason for a lower rating of the preference assessed. Responses such as "it depends, " "only if I need it, " or "if I were home" indicated that some preferences were viewed to be relevant only in specific situations or settings. Participants who believed that they were in the NH for a short rehabilitation or respite stay were less concerned with the relevance of the assessment of certain preferences.
Person-Specific Factors and Limitations. Personal experiences or limitations were also described as influencing preference ratings. Lack of experience with a preference or not engaging in a preferred activity being assessed influenced response ratings, evidenced by responses stating that if they did not engage in the activity or preference it must be because it was not important. Personal limitations also affected how importance of preferences were rated, especially if the respondent believed that his or her limitation (e.g., a vision or hearing impairment) would affect the ability to engage in a preferred activity (e.g., watching TV) or made a preference irrelevant (e.g., adjusting the lighting in a room).
DISCUSSION
The current research demonstrated that cognitive interviewing was successful in revising the PELI to include language that Veteran and non-Veteran residents use and understand, and the preferences most important to them, validating the PELI for use with these populations. Asking NH residents for their perspectives to questions about psychosocial preferences in their current living environment and their responses contributed in a meaningful way to the revision of more than 25% of PELI items to reflect shared understanding of language and content. Cognitive interviewing helped identify item changes needed to remove potential measurement error due to difficulties with readability, item clarity, assumptions inherent in the questions, and sensitivity or bias of the item, and also identified items that were double barreled (i.e., assessing two separate preferences). Cognitive interviewing also identified new areas of psychosocial preferences, ensuring the full range of relevant preferences important to NH residents.
Responses indicated that the Veteran and non-Veteran groups reported differences in preferences important to them. These differences, within and outside of the NH population, will be important to understand as the universe of all possible preferences to assess is extremely large, if not limitless. The ability to identify subsets of preferences that are more typically important to groups based on specific characteristics, such as gender or Veteran status, may help future targeting of the assessment of relevant preferences.
Further study is needed to anchor or provide context to ratings (i.e., what is enjoyed and seen as possible versus what would be enjoyed and improved satisfaction) without limiting the validity and usefulness of preference ratings in improving quality of life.
LIMITATIONS
Although efforts were made to include residents with diverse characteristics (e.g., race, ethnicity, gender, cognitive functioning), future work is needed with NH residents to demonstrate greater diversity. It is possible that the language used in the current PELI tool would be difficult to understand or have different meanings to groups with different backgrounds, and that these individuals would report different preferences as relevant and important. The PELI has not yet been assessed with the short-stay rehabilitation population. Cognitive interviewing can be used to further revise the PELI to reflect important preferences and language used in more diverse populations, such as rehabilitation residents, younger NH residents, women Veterans, individuals with more severe levels of cognitive impairment, and NH residents with racially diverse backgrounds.
The current PELI response categories have been previously interviewed by the MDS development team (Housen
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Curyto, Van Haitsma, & Towsley et al., 2008) and the MDS 3.0 was launched and is in use in 15,702 NHs and 134 CLCs across the United States. The authors believed it would be beneficial to create a tool that would inform staff about a comprehensive set of important NH resident preferences and meet the need to complete the MDS assessment process.
When revising the PELI for use with individuals with greater cognitive impairment, various methods of asking about preferences may be needed, such as using a yes/no format to reduce cognitive load. Other clinical geriatric assessment measures, such as the Geriatric Anxiety Scale and Geriatric Depression Scale, have successfully used yes/no reporting to increase reliable self-report (Pachana, Byrne, Siddle, Koloski, Harley, & Arnold, 2007; Yesavage et al., 1983) . Cognitive interviewing may also be used to adapt the PELI for use in other settings (e.g., assisted living and home care, hospital) or based on rehabilitation status. Although a final PELI refined to be applicable to a broad range of residents and settings is desired, cognitive interviewing responses would guide the decision around the need for alternative versions of the PELI to reflect language and preferences most appropriate to distinct populations.
CLINICAL APPLICATION AND FUTURE DIRECTIONS
Lessons relevant to the clinical use of the PELI were learned through cognitive interviewing. A benefit observed was the enjoyment produced by spending time talking with the resident, getting to know what he or she thought and preferred. Forcing the PELI preference assessment into a one-and-done model was counterproductive. Limited windows of time to force completion or viewing the assessment as simply one more task to be done would ignore the inherent relationship-building aspect of the preference assessment. When using the PELI clinically, the authors recommend allowing time to build the interviewer-resident relationship by breaking interviews into multiple blocks of time adjusted to the stamina of the participant who may have limitations in attention or physical energy to stay on task. It will be important to find real-world ways to do this feasibly in the current NH assessment process.
Although the number of items may seem overwhelming, the PELI can be used clinically in different ways. The full set of items could be used initially. Facilities could then select items for reassessment based on goals for improving preference congruent care. However, the authors do not recommend that clinical teams change item wording in light of the current project's work to ensure they reflect resident perspective and language. Future work will investigate the top preferences of NH residents. As knowledge is gained about which items are more important in certain settings, based on rehabilitation status, and to certain outcomes (e.g., measures of satisfaction, quality of care and life), a more structured approach may be created to determine which preference items to ask for each clinical setting, population, and desired outcome.
Care congruent with resident preferences, as assessed by the PELI, is expected to have a positive impact on key outcomes. Preference congruent care will be created from the assessment of PELI preferences compared with followup questions about how satisfied a resident is with the fulfillment of important preferences, resulting in preference areas identified as fulfilled, not important, and important waiting to be fulfilled (Van Haitsma et al., 2014) . Assessing preference congruent care will help NH staff identify opportunities to measure and improve the quality of PCC. Future work will assess the link between preference fulfillment and specific outcomes.
Cognitive interviewing provided information needed to better understand how individual and situational factors impact rating importance of preferences. Many factors (e.g., perception of the likelihood of preference fulfillment, level of sensory impairment, other personspecific factors or limitations, situationally dependent factors) were described as affecting preference ratings (Heid et al., 2014) . The relationship between ratings of preference importance and specific conditions or situations is a testable hypothesis that deserves future research attention. It will also be important to understand how to address potential barriers to assess personal preferences in a valid way to increase the fulfillment of true preferences, resident satisfaction, and ultimately improve quality of care and life, as well as to determine the link between preference fulfillment and quality care outcomes (e.g., decreased disruptive behaviors). Individualized preference assessment using the PELI could then move further toward the goal of providing quality PCC informed by individual preferences and standardized across the care delivery system.
CONCLUSION
Assessment of preferences is complex and important for PCC. Cognitive interviewing was an effective method for refining the PELI to be a valid assessment of preferences, specifically designed for NH residents, that reflects a wide range of preferences important to this population and constructed using their own words. Lynn, M.R. (1986 
Q12. How important is it to you to set up your own room the way that you want it?
Importance Check all that Apply
Arranged nightstand/bed PELI-NH© 9-4-13 Page 7
Q13. How important is it to you to take care of your personal belongings or things? (MDS 3.0, F0400B)
Importance Check all that Apply
Notes:
Q14. How important is it to keep your room at a certain temperature?
Importance
Check all that Apply
Average (69-72 degrees) On the warm side (>72 degrees) On the cool side (<69 degrees)
Notes:
Q15. How important is it to you to adjust the lighting in your room?
Importance Check all that Apply 
Q16. How important is it to you to choose your own bedtime?(MDS 3.0, F0400E)
Importance Check all that Apply
Earlier than 7 pm 7-9 pm 9-10 pm 10-11 pm 11-midnight After midnight
Notes: PELI-NH© 9-4-13 Page 9
Q20. How important is it to you to choose whether your daily caregiver is male or female?
Importance Check all that Apply PELI-NH© 9-4-13 Page 12
Q27. How important is it to you to do what helps you feel better when you are upset?
